Primary malignant melanoma of the vagina, a very rare malignancy, is very aggressive and highly metastatic. Primary vaginal melanoma usually has a poor clinical prognosis, because it is often diagnosed at an advanced stage. We present a case of an 80-year-old postmenopausal woman with pigmented lesion of the vagina. The histopathology of the lesion revealed malignant melanoma. The patient was treated surgically, with wide local excision of the vaginal lesion. Left inguinal lymphadenectomy, based on the positron emission tomography-computed tomography (PET-CT) images, found metastatic melanoma. We present a case report of postmenopausal woman with primary vaginal melanoma.
What new information is offered in this case study?
To our knowledge, this is the first case of primary vaginal melanoma in the Australasian Medical Journal.
What are the implications for research, policy, or practice?
This study contains general information about primary vaginal melanoma including diagnosis, treatment, and prognosis of primary vaginal melanoma.
Background
Primary malignant melanoma of the vagina is a rare and very aggressive tumour with the age-adjusted incidence of only 0.7 per million females in Asia. 1 About 1.6 per cent of all melanomas arise on the female genitals. 2 Primary malignant melanoma of the vagina most commonly occurs in the sixth and seventh decades of life and represents less than 3 per cent of all vaginal neoplasms. 3, 4 The prognosis for primary malignant melanoma of the vagina is usually very poor, because most of the cases are diagnosed at an advanced stage. For all treatment modalities, the five-year survival rate is only 8.4 per cent, according to a review of the literature. 5 Currently, because primary malignant melanoma of the vagina is rare, there is no consensus on what treatment modality is the best. We report a case of vaginal primary malignant melanoma located in the upper third of the left posterolateral vaginal wall.
Case details
An 80-year-old woman, gravida 11, para 10, reported that she has had vaginal bleeding for the last two weeks. She had reached menopause at the age of 50. Her surgical history was unremarkable, and there was no history of cancer in her family. A gynaecological examination revealed a black, raised, and irregular lesion in the upper third of her left posterolateral vaginal wall ( Figure 1 ). Bilateral parametria were not involved, and there were no palpable inguinal lymph nodes. The patient had no skin lesions that might create a suspicion of melanoma. After the preliminary biopsy was done, the histological diagnosis of malignant melanoma was confirmed by positive immunohistochemical analysis for melanoma antigen recognized by T cells (MART-1) and human melanoma black-45 (HMB-45).
Preoperative magnetic resonance imaging (MRI) of the abdomen and pelvis detected a nodular vaginal mass ( Figure  2A and 2B), with enhancing mass in the left superficial inguinal region ( Figure 2C ). She had a rectal polyp diagnosed by sigmoidoscopy that proved to be a tubular adenoma. Chest radiography and cystoscopy were normal. PET-CT revealed a hypermetabolic left inguinal lymph node ( Figure  2D ). There was no other evidence of distant metastasis.
The patient was treated surgically with wide local excision of the vaginal lesion ( Figure 3A ). An enlarged left inguinal lymphadenectomy was also performed. The final diagnosis was primary malignant melanoma of the vagina with ulceration and clear resection margins of 10mm. The left inguinal node was revealed to be a metastatic melanoma. The tumour cell expressed HMB-45 and S100 in the immunohistochemical analysis ( Figure 3B and 3C). The patient refused any additional therapy. Follow-up 8 months after initial diagnosis, with CT of the abdomen and pelvis, revealed no evidence of local recurrence or distant metastasis.
Discussion
Malignant melanomas are mostly a skin disease, but may rarely occur at other sites, such as the urogenital tract, the ocular area, the nasal cavity, the oral cavity, or the perianal region. The most common site in the female genital tract, the vulvar area, accounted for 76.8 per cent, followed by the vaginal area, which accounted for 19.8 per cent; the uterine cervical area accounted for only 2.21 per cent. 6 Most of cases have no early symptoms, a lack that leads to late diagnosis and then to poor prognosis. The most common symptoms include vaginal bleeding and discharge, palpable vaginal mass, and less commonly pain. Vaginal melanoma presents most commonly as a brown to black nodule, usually found in the anterior wall and lower third of the vagina. 7 If a pigmented lesion is observed and suspected to be a melanoma, a biopsy should be considered. Histopathology is the gold standard for diagnosis of malignant melanoma. Immunohistochemistry is an important adjunct to routine histology and can be helpful in difficult cases. The most common and widely used markers are S100, MART-1, and HMB-45. 8 Vaginal melanoma is highly malignant, because it can spread hematogenously and there are abundant lymphatic plexus in the vagina. Accordingly, vaginal melanoma generally tends to recur early and locally, with metastases to the lymph nodes. In general, the upper two-thirds of the vagina drains to the obturator and iliac lymph nodes. In the lower third of the vagina, lymph drains into the inguinal and femoral lymph nodes. 9 Our case suggests that she may have alterations in usual lymphatic drainage leading to atypical presentation of metastatic node.
Most vaginal cancers are staged using the International Federation of Gynaecology and Obstetrics (FIGO) system of staging combined with the American Joint Committee of Cancer (AJCC) classification. No staging system has proved to be a useful predictor of prognosis for vaginal melanoma, although tumour size has been shown to predict survival in some series. 10, 11 The optimal treatment of vaginal melanoma is a subject of controversy. Treatment modalities include wide local excision, radical extirpation with lymphadenectomy, and nonsurgical treatments, including radiotherapy, chemotherapy, and immunotherapy. 3 15 For the patients with an advanced stages, palliative chemotherapy is preferred. 16 The prognosis for vaginal melanoma is usually very poor. The size of the tumour significantly affects median survival.
Patients with a tumour of less than 3cm had a median survival of 41 months, whereas survival was only 12 months for those with a tumour of 3cm or more. 10 Patients with lymph node involvement had a worse overall survival rate than those with disease localized in the vagina. 17 The local recurrence following surgery was reported to be up to 40 per cent, with high risk for distant metastases. 7 According to the staging system, our patient was diagnosed with stage III melanoma because of the presence of lymph node metastasis. She underwent wide local excision with left inguinal lymphadenectomy. Postoperative radiotherapy or immunotherapy was recommended to her, but she refused any additional therapy.
Because of the rarity of vaginal melanoma, and because relatively little is known about its pathogenesis and risk factors, there are no well-established protocols for staging and treatment of the disease. Further studies are needed to make the guidelines and protocols specific to vaginal melanoma.
Conclusion
Primary malignant melanoma of the vagina, a very rare malignancy, is very aggressive and highly metastatic. Primary vaginal melanoma usually has a poor prognosis, because it is often diagnosed at an advanced stage. If a lesion is suspected to be a melanoma, we have to take a biopsy. Unfortunately, because primary vaginal melanoma is rare, there is no consensus on what treatment modality is the best. We described a very rare case of a postmenopausal woman with primary vaginal melanoma. This study contains general information about the disease including diagnosis, treatment, and prognosis of primary vaginal melanoma. 
